W HILE living through the experience V of trying to establish prepaid group practice as a state health department employee, the author frequently felt that he was on a safari through a jungle where the natives were not friendly, the animals were scarce, and at times it was difficult to tell the hunters from the hunted. Symbolically, who has the gun or the force to order that change be made in health care delivery? And who has the net to keep parties trapped in agreement?
What follows is a description of the problems that arise, specifically and generally, when a public health agency attempts to bring about change in the way medical care is made available to a segment of the community. This paper will not just be a discussion of the Baltimore situation but will elaborate on some attitudes and postures of groups in the broad public health arena. In The three communities served are located in the inner city of Baltimore in three distinct geographic areas that have the same common characteristics.' TIhese areas have experienced rapid change in racial composition and a steady decline in the number of private practitioners. Persons in these communities wishing to receive medical services must, in most cases, travel to see an already extremely busy practitioner or go to the crowded outpatient facilities of a hospital in the proximity. Most patients choose to use hospital outpatient departments.
Since private practitioners throughout the city were very busy, and only a limited number saw many Medicaid patients, it was not desirable to concentrate on efforts to involve these professionals. However, official contacts were made with professional groups. Although it was made clear that innovations in ways to provide care would be welcome from them, none were forthcoming at the time.
These were the prevailing conditions which the gtate decided to deal with realistically by financing new methods of delivering health care based on Medicaid payments to hospitals. It was recognized that persons who sought care did so from hospitals where the present costs to the state were very high and were likely to get higher.
A new state law allows for the prepaying of providers of care. The providers have to guarantee that a specific array of services will be offered to a defined population over a period of time. Prepayment allows the state to know precisely how much money will be paid out ahead of time. In addition, it was decided to derive prospective cost figures that would be used as the basis for payments. The hospitals welcomed these suggestions giving them operating money prior to the rendering of service instead of afterward.
Prepaid costs were to be calculated in the following manner: The letter x is used to represent the total number of persons eligible for This money was to be used in the following manner by a hospital. An individual hospital was encouraged to set aside or acquire space, preferably outside of its own building, which would be a group practice health center. In this facility would be as many physicians and other health workers as are necessary to serve a defined population who are specifically enrolled in a prepaid health plan. A community organization complete with a board and other indigenous people would be needed to plan and staff the project, publicize it, and encourage families to enroll. The hospital would have the responsibility for the initial expenditures to plan and recruit professional staff for the center. serve as a back-up for the professional activities of the center. For instance, needless duplication of x-ray equipment would not occur since radiological services are available in the sponsoring hospital.
All patients would be hospitalized in the hospital under the care of a physician from the health center. Specialty services would be provided by members of the hospital's staff, either in the center or in the hospital outpatient department. The sponsoring hospital and the health center medical staff must work to minimize inpatient utilization by providing comprehensive ambulatory health services to a family group on an ongoing ambulatory basis. The savings resulting from the lower use of hospital beds could then finance more services at the center. Care given in the center would not be merely an extension of the hospital emergency room and outpatient department. A patient with a chronic disease or with a need for follow-up care would not be left to seek care on an ad hoc, catch-ascatch-can basis. Record systems would be set up to coordinate with the efforts of family health visitors so that there would be supervised follow-up and follow-through on the part of both the patient and the medical personnel.
Individuals eligible for services (initially this meant Medicaid eligibles only) must agree to enroll for a specific period of time in one of the hospital-centered group practice plans. The enrollee must be thoroughly familiar with the plan, how it will work, and what his responsibility is. For a specified period of time, he must agree to receive all his medical care from the plan and not go elsewhere when a service is available in the center. In case of emergency, he is to come to the emergency room of the sponsoring hospital when that is the most convenient facility for him; otherwise he may use any hospital or individual physician. Payment for emergency services rendered outside of the affiliated institution are to be paid for by the center, not by the state Medicaid agency.
The state agrees to pay the hospital sponsoring the group health plan on the basis of enrolled patient months. That is, no payment is made for less than onetwelfth of the year's prospective rate. The state also agreed to pay $10 for each enrollee at the beginning of the program, up to a specific number, to help defray start-up costs. By making payments prospectively a hospital could plan staffing and other arrangements ahead of time.
Incentives
It was believed that this new method of payment would be an incentive for good medical management of the group practice. It would be clear to all participants that the savings resulting from efficient practice and low inpatient utilization would permit monies to be accumulated. The state built in an incentive toward the economical provision of services by allowing the participating hospital to keep 50 per cent of any surplus accumulated for use in improving care provided by the group practice. On the other hand, if a deficit was incurred during the first year of operation, this deficit must be paid off out of the hospital's share of any surplus accumulated in succeeding years.
The Various Parfies
This description of the administrative arrangements serves as an introduction to the setting of this safari through the health establishment. Now it will be shown which parties have the guns or power to force change and who has the net to keep people trapped in agreement.
First, there is the federal government which is putting up the money for at least 50 per cent of all Medicaid expenditures. Second, there is the state government through which funding is to come and which encouraged the idea in the first place. Third, are the participating hospitals with the various factions within them. Fourth, is the community to be served. Within each of these parties there were widely divergent opinions and many of these opinions changed over time. it came time to get down to the details of adjusting the presently functioning state Medicaid mechanisms. All Medicaid eligibility is handled by the state and city social service agencies. Their information is kept on file in computers that issue Medicaid cards. If a small portion of these individuals are to receive services which are to be different from the vast majority of card holders, there are a number of changes that must be made in the system. For example, a special card must be issued to individuals enrolled in a group plan. Therefore a social worker must be assigned to the health center to work on enrollment problems and to integrate the two systems. In addition, there must be agreement as to which statistics are kept by the hospitals and which by the state, both for local use and for reporting to the federal authorities.
It was apparent to all concerned that the program was to start immediately. Often, however, it was not clear to those lower down on the ladder of officialdom who was going to accomplish the actual task of changing the system. There were few individuals capable of performing this function in the bureaucracy, and those who were already there had sufficient work to do in their presently assigned positions.
In summary, the state government was the coercive force bringing the parties together for innovation. It also had power-Medicaid dollars-to see that these innovations were implemented within a framework allowed by federal authorities.
The Role of the Hospital
The hospitals have great difficulty adjusting to their new role as participants in providing services to a communitya community which also has an input as to how these services will be provided. Until very recently, hospitals did not have to deal with the basic wishes, expectations or demands of the great bulk of patients whom they purported to serve. Hospitals had the power to remain aloof.
It is frequently said that the first responsibility of a university medical center is teaching. is established that patients are only to be treated for their illnesses by specialists of the appropriate specialty. The problem with this is that it in no way insures comprehensive high quality and consumer satisfaction on a day-to-day basis. Specialists are interested in treat ing their part of the whole, and it is difficult to care for the integrated total patient in this setting. Virtually no general practitioners are being trained in university medical centers, and those young physicians who are interested in general practice do not become associated with teaching-hospitalsponsored group practices. Since there really is no university-approved general practitioner at present, a board-certified internist is selected as the man who should be the primary care physician for adults. There must be an obstetriciangynecologist available. A pediatrician is mandatory since an internist rarely looks at any possibly normal human being under age 17, and no pediatrician will look at anyone over that age in other than an immediate life-threatening emergency.
Once this team is formed, who is to be the captain? Which doctor is to be medically in command in a teachinghospital-sponsored group? Will the pediatrician bow gracefully to family-centered care rather than child-centered care? Will the part-time surgical consultant quietly step aside when the internist feels that an operation is not necessary? In a properly managed group practice, one physician is truly his brother's keeper. Will men who are used to the "come back tomorrow" attitude of the emergency room toward the "crock" be willing to serve the needs of a patient in a more comprehensive way, no matter how annoying or demanding the patient may be?
Another problem faced by the teaching hospital is the staff's assumption that they have all the expertise necessary to establish any new health delivery system. Clinically trained physicians frequently feel they are the most qualified to plan and run a prepaid group practice, despite the fact that they have little or no training or experience in planning, organizing or managing. To 
The Role of the Community
The various segments of the Baltimore inner city community suffer from the same problems found in other big cities. In the area of health, Baltimore has a number of fine medical institutions, almost all of which have a past history of overt racism. Members of the communities surrounding these institutions view with great skepticism any attempt by the institutions to serve the community.
While many changes were taking place leading to the equality of all citizens, the medical institutions in Baltimore remained aloof from the communities surrounding them. The people were free to use the emergency room and outpatient departments as they wished, but there was little attempt on the part of the hospitals to try to accommodate the needs of these people. The hospitals were content to have the people remain an excellent source of teaching material for their educational goals, although, after the riots of 1968, more concern with service to one's neighbors became a topic for discussion.
Of course there are bound to be some major sources of conflict when a community group and a hospital start to jointly plan and ultimately administer a group health facility. Some of the intrahospital conflicts discussed earlier are heightened when pressure is exerted from the outside. While the usual platitudes are expressed by community persons and others that there is no desire on the part of consumers to control the practice of medicine, the hospital and its physicians find themselves questioned and challenged in many areas where no one has dared tread before.
This does not mean that the community is interested in influencing a physician's choice of a drug dosage of one milligram rather than two. It does mean that a physician is working for a group of consumers who may find fault with his attitude and have the power to remove him. There is a real danger that a physician may act in his usual manner toward a patient-a manner that can be interpreted as a lack of insight and understanding toward the type of patient being cared for. The community may be under the false illusion that private patients have a universal feeling of satisfaction about the attitude of their physician toward them. When such misunderstandings are complicated by the fact that the various parties are of different races, a very unhealthy initial relationship may be established.
The state of Maryland made it clear from the outset that the Medicaid monies were going to be paid only to established providers of care-hospitals or practitioners. In the beginning there were those who saw the establishment of group practices as a means of getting money into the community; they felt that the control of this money would change the scene as it presently exists. However, when speaking of the provision of health services, this is unfortunately not the case-the main obstacles being the over-all shortage of physicians, and an absolute dearth of physicians willing to spend full-time careers serving inner-city populations. With all the best paramedical professionals one could ask for, it might be possible to improve the public health in an area, but one cannot expect to receive high quality medical care without an ample supply of physicians.
The interest expressed by medical students and others in providing medical care to indigents may bear fruit in a few years. At the present time, however, inner-city teaching hospitals are even finding it difficult to fill previously sought-after internships and residencies. Therefore, when a community group sees itself in the position of controlling its own medical services, it had best be wary of the amount of control that it is capable of exerting. If a community group does not control its own rhetoric, and if professionals operating in the new health setting in the community start to feel threatened, there are not going to be the required number of physicians and other health professionals available after a few months of operation. Community power to control may be fine as a concept, but chaotic community administration will not lead to the so earnestly desired result.
Conclusion
This paper has described the various problems that arise when a public agency tries to bring about innovation in health services. Parties frequently are not in agreement and have to be coerced or netted; they have to be shown that certain attitudes and postures are now archaic in the light of the present social and economic situation.
The reluctance of a bureaucracy to be an instigator of change was' explored from the bureaucratic inside. Here, the gun alluded to in the title might occasionally be used to force officials into agreement. Although hospitals can be enticed or netted by the thought of monies from the public purse, they have had a hard time changing their attitudes and structure to accommodate these new "strings-attached" monies. Public hostility toward these institutions is a major coercer of change within them. Nevertheless, a community power group must be careful not to swallow too much of its own rhetoric, not to believe too implicitly in its own limited experience. Money in the public purse is not simply money in the pocket of the community. Whole sets of regulations and audits limit and protect the use of these funds. This paper may appear critical of the various parties involved in bringing about innovation in the way care is delivered in Baltimore. If, in the interest of being realistic, a pessimistic or harsh picture has been painted, so be it. The scene is one where great progress is being made. A new power structure may arise around the delivery of health care in the community. But, with the present political. climate, it is doubtful whether it will be funded out of tax revenues. The influence of public opinion-from the community surrounding the hospital and from others-will continue to be a force for change. The community is trapped in its environment and the neighborhood hospital is in the net with it; they are mutually dependent on one another. Once this is more clearly understood by both parties, they may be able to create together rather than merely exist side by side. A new power structure may then arise around the delivery of local health services. Perhaps, somewhere along the way, if we are all lucky, a new spirit of cooperation based on mutual trust will also come forth.
